Introduction: Labor-market participation is potentially very difficult for patients with refractory myasthenia gravis (MG). In this study, employment status and work absences are compared between refractory and nonrefractory MG.
crises, and to visit an emergency department and/or be admitted to a hospital. 2, 4 Given the persistence of symptoms, patients with refractory MG may continue to experience problems with daily activities such as eating, personal grooming, reading, and driving. Collectively, these factors suggest that patients with refractory MG are highly likely to have difficulties meeting the demands of employment. This is compounded by the timing of the typical onset of refractory MG in middle age, 3 a time that is generally otherwise of high productivity.
An adverse impact of MG on employment has been reported in various studies. [5] [6] [7] [8] This may be apparent as reduced participation in the labor market, 5, 7, 8 increased sick leave, 5, 6 and higher levels of patientreported hardship in the workplace. 7 Given inevitable socioeconomic differences across countries, it is unclear to what extent the findings from these previous non-US studies may apply to the labor market in the USA. In addition, although there is some evidence that factors such as increased disease severity or a greater treatment burden exacerbate employment problems in MG, 5, 8 there is a dearth of research pertaining specifically to refractory disease. The objective of this study was to examine the impact of refractory MG, compared with nonrefractory MG, on employment status and absences from work in the USA.
| METHODS
In previous work, we have used patient-reported data from the MG Patient Registry developed by the Myasthenia Gravis Foundation of America (MGFA) to compare health-care resource utilization in patients with refractory MG to that in patients with nonrefractory MG. 4 Here, we use the same data set to explore employment status and absences from work. ADL questionnaire total score ranging from 0 to 24 points. In the enrollment survey, patients were asked to select the level of disability corresponding to their experience during the preceding 4 weeks.
| Data source
The present study includes data from enrollment surveys completed between July 17, 2013 (the start of the Registry) and February 22, 2018. Although participants were asked to complete surveys about their condition twice a year after enrollment, data in the analyses presented here relate only to the enrollment survey. The study was approved by the institutional review board of the University of Alabama at Birmingham, in the USA. Data were de-identified for research, and consent for participation was provided by participants electronically at registration, before completion of the survey.
| Participants
The study population comprised participants between 18 and less than 65 years of age, representing the working population of the USA.
Participants in the data set had reported being diagnosed with MG by their doctor at least 2 years before completing the enrollment survey. This was to ensure that there was sufficient time between the diagnosis of MG and inclusion in the study for physicians to have explored a number of treatment approaches. A number of different definitions of refractory MG have been used in previous studies. 11 The definition used in the present study combines some elements of those published previously, 2, 3, [11] [12] [13] and is based on data reported about treatment and MG-ADL scale scores. Specifically, participants had refractory MG if their past treatments included at least two immunosuppressant therapies (azathioprine, cyclophosphamide, cyclosporine, methotrexate, mycophenolate, prednisone, rituximab, and/or tacrolimus) for at least 6 months each, or at least one of the immunosuppressant therapies for any duration plus repeated use of IVIg or plasmapheresis (at least four rounds in the previous year). Participants with refractory disease were also required to have reported the following at enrollment: current use of at least one of the immunosuppressant therapies, IVIg, or plasmapheresis; and a total score for the MG-ADL scale of at least 6. Participants who did not meet the past or current treatment criteria for refractory MG were considered nonrefractory, regardless of their MG-ADL scale score. Participants meeting the treatment criteria but with an MG-ADL scale total score of less than 6 were excluded from the analyses because they were difficult to categorize confidently into either cohort. Participants with incomplete MG-ADL scale data or treatment data of insufficient duration to be classified as refractory or nonrefractory were also excluded.
| Study measures
Participants reported their current employment status (ie, at the time of enrollment) and their employment status in the preceding 6 months by selecting from prespecified answers. These included full-time (the number of hours per week defining "full-time" was not specified in the question), part-time, or not employed. Participants were also asked to indicate whether MG had caused them to miss workdays in the past 6 months. Participants who had missed workdays selected the periods of time missed from among 1 to 3 days, 4 to 7 days, 8 to 13 days, 2 to 4 weeks, 1 to 2 months, 3 to 4 months, 5 to 6 months, and unknown. Other participant-reported demographic data, along with treatment and functional status (MG-ADL scale) data, were extracted previously from enrollment surveys. 4 Previously reported demographic data are included here because of their potential associations with employment. These data comprise age, gender, ethnicity (Hispanic/Latino/Spanish or not Hispanic/Latino/Spanish), marital status (six predefined options, which were simplified as married or unmarried), living arrangements (10 predefined options, which were simplified for analyses as living alone or with others), and level of education (six options, ranging from no high school degree up to postgraduate degree). Participants provided information regarding therapy prompted by a predefined list of individually named drugs (eg, prednisone), treatment types (eg, plasma exchange), and free-text entries.
They were asked to note the duration of treatment for medications received at enrollment and at any point in the past.
Demographic (including employment status and absences from work), treatment, and MG-ADL scale data were compared between participants with refractory and nonrefractory MG (bivariate analyses).
Adjusted regression analyses were undertaken with the demographic data to examine the impact of refractory MG, compared with nonrefractory MG, on: current and previous employment status; and, for those employed over the previous 6 months, absences from work. 
| Statistical analyses

| RESULTS
| Characteristics of study population
The data set comprised 825 participants, of whom 76 (9.2%) had refractory MG and 749 (90.8%) had nonrefractory MG. 4 Demographic characteristics have been reported in a previous study. 4 The mean (standard deviation [SD]) ages of the refractory and nonrefractory MG groups at enrollment into the Registry were 48.0 (11.4) and 49.3 (11.1) years, respectively. Each group had more females than males (86.8% of the refractory group and 78.8% of the nonrefractory group were female). In the bivariate analyses, no significant differences were apparent between refractory and nonrefractory MG groups for age, gender, ethnicity, marital status, living arrangements, or level of education (data for employment status are reported in what follows).
Current and previous treatments are summarized in Table S1 online.
In the bivariate analyses, most of the previous treatments (received at any time before enrollment) were received by significantly greater proportions of participants in the refractory MG group than in the nonrefractory MG group. In addition, current treatment use tended to be lower than previous treatment use for the refractory MG group.
As expected, the mean MG-ADL scale total scores were significantly higher (reflecting poorer functioning) for the refractory MG group than for the nonrefractory MG group (9.6 [SD, 2.7] and 6.7 [SD, 4 .0], respectively; P < .01). 4 
| Employment status-bivariate analyses
There was a significant association between disease status and previous employment status ( Table 1 ). The proportion of individuals employed full-time was smaller in the refractory MG group than the nonrefractory MG group, and the proportion of individuals who were not employed was greater for the refractory group. Similar findings were apparent for current employment status (Table 1 ).
| Employment status-adjusted regression analyses
After adjusting for other demographic variables, a significant association was still apparent in the overall study population between disease status (refractory or nonrefractory MG) and employment status ( Figure 1 ). Relative to those with refractory MG, participants with (Figure 1 ). Males were more likely than females to be employed and, in general, younger individuals were more likely to be employed than those aged 55 to 64 years. Similarly, relative to those who had 
| Absences from work-bivariate analyses
There was no significant association between disease status (refractory or nonrefractory MG) and absences from work among participants who were employed in the 6 months before enrollment (Table 1) .
| Absences from work-adjusted regression analyses
Among those who were employed in the 6 months before enrollment, disease status (refractory or nonrefractory MG) was not significant in the adjusted regression analysis (Figure 2 ). Married participants, however, were less likely than those who were unmarried (OR [95% CI], 0.490 [0.277-0.868]) to miss fewer working days.
| DISCUSSION
Adjusted regression analyses indicated that participants with refractory disease in the MGFA Patient Registry were more likely to work fewer hours per week than those with nonrefractory disease. This pattern was apparent for current employment but also for previous employment (over the preceding 6 months). There was no significant association, however, between disease status and absences from work (among patients in employment during the 6 months before enrollment). Importantly, there were no significant differences in demographic characteristics between the two groups of participants, other than those related to employment.
The criteria used to identify refractory disease in the present study were informed by the different definitions used in previous studies. 11 The proportion of participants assigned to the refractory MG cohort in the present study (9%) accords with those reported from US medical and pharmacy claims (also 9%) 2 and from a retrospective chart review in a US tertiary neuromuscular clinic (15%), 3 despite any differences in the criteria for refractory disease. As acknowledged in a previous analysis conducted with the current study population, 4 the proportion of women was higher (80%) when compared with other studies. 2, 3 This is likely to be because participants aged over 65 years were excluded, and women have an earlier mean age of MG onset. 14, 15 Previous studies have provided important insights into the impact of MG on employment status and absences from work. In a large study of German patients with MG, more than two thirds were unemployed, and more than one quarter reported being forced to retire early because of MG. 7 More than one third of patients in an Australian study also reported having to stop working and, among those younger than F I G U R E 2 Adjusted regression analyses examining the impact of demographic characteristics on absences from work among participants employed in the 6 months before enrollment. CI, confidence interval; GED, general equivalency diploma; MG, myasthenia gravis. *Overall effect of age, P = 0.51 Importantly, over half of the patients who were working reported taking MG-related sick leave in the previous 12 months; in some cases, the sick leave was in excess of 2 months for the period studied. 6 In a
Danish study, the odds of employees taking long-term sick leave (at least 9 weeks) were significantly higher among patients than the general population. 5 The present study builds on these collective findings. The results showed a negative impact on hours worked per week in participants with refractory disease that was greater than that in participants with nonrefractory disease. Although refractory status was not a significant variable in analyses of absences from work due to MG in the 6 months before enrollment, this may be a direct consequence of participants with refractory disease generally participating less in the labor market than those with nonrefractory disease. Limitations to the analyses reported here necessarily align with those associated with previous research conducted with this study population. 4 The participant-reported data are unconfirmed by health-care professionals. Participants may have been classified as having refractory disease because they were not receiving adequate treatment to manage symptoms and the reasons for this may not have been limited to contraindications and tolerability problems, which reflect an inability to treat the disease. Some participants with uncontrolled MG may also not have fulfilled the strict criteria for refractory disease used in the study; however, their inclusion in the nonrefractory group would tend to ameliorate differences between refractory and nonrefractory MG cohorts. We acknowledge that the recall period for the MG-ADL questionnaire in the survey is longer (previous 4 weeks) than that used in other studies (7 days), 16, 17 and that the Registry participants might comprise individuals more inclined than the general patient population to seek medical information or with higher educational and socioeconomic status that facilitated participation. Participants with refractory disease, moreover, may be more motivated to participate in the Registry. Notwithstanding these limitations, the data in the present study provide important insight into the employment status of individuals with refractory MG. Further research is warranted to characterize the factors leading to MGrelated withdrawal from, and preventing a return to, paid employment for both those with refractory and those with nonrefractory disease.
The associations between work status and treatment-related side effects or comorbidities are likely to be of particular interest.
In conclusion, our study has shown that individuals with refractory MG were more likely to work fewer hours per week or to not have a job than those with nonrefractory disease, but they were not more likely to be absent from work if employed. Given that participation in the labor market influences an individual's financial circumstances and HRQoL, these findings reaffirm the considerable disease burden experienced by patients with refractory MG.
